Purpose: To describe a patient with probable choledochal sphincter spasm after preoperative morphine, and to suggest a history of cholecystectomy as a predisposing factor.
HE differential diagnosis of right upper quadrant abdominal pain includes important thoracic and abdominal problems. Spasm of the choledochal sphincter (CS) causes right upper quadrant abdominal pain. 1 Opioids can induce CS spasm, with fentanyl being the worst offender. 2 Once problems such as coronary insufficiency have been excluded, CS spasm should be considered when typical pain occurs after opioid pre-medication, especially if the patient has had a previous cholecystectomy.
Case report
A 60 yr old, 72 kg man was booked for femoralpopliteal bypass. He had a history of hypertension and smoking, but denied coronary insufficiency or diabetes. He had a cholecystectomy 25 yr previously for colic and had otherwise not taken opioids. He was receiving captopril. Examination revealed a blood pressure of 185/95 mmHg, heart rate of 85 bpm, respiration of 20 breaths·min -1 , and mild emphysema. Preoperative ECG contained non-specific ST-T wave changes. He requested preoperative sedation.
The patient received 10 mg morphine, 0.4 mg scopolomine, im, one hour before surgery. Forty minutes later, he complained of sharp right upper quadrant pain with radiation to the back below the right scapula, and slight nausea. It was similar to his gallbladder attacks many years ago. On examination, the patient was restless. Vital signs were unchanged and abdominal examination revealed no abnormalities and did not exacerbate his pain. Blood taken at that time was reported later to contain normal levels of liver and cardiac enzymes, alkaline phosphatase, and bilirubin. His ECG and Chest X-ray revealed no acute problems. A test dose of 0.05 mg naloxone iv resulted in slight but definite improvement of his pain. A further dose of 0.1 mg naloxone resulted in further improvement. Complete relief was achieved after a total of 0.4 mg over 10 min. About 15 min later,the pain recurred, and he required small aliquots of naloxone to a total of 0.4 mg before the pain subsided. By this time, the diagnosis of probable CS spasm had been made and the patient was taken to the operating room where an epidural anesthetic was planned. Another 15 min after the last dose of naloxone, his pain recurred and was finally controlled with an additional dose of 0.1 mg naloxone. A lumbar epidural catheter was inserted uneventfully and 3 ml lidocaine 2% with epinephrine 1/200,000 and 11 ml bupivacaine 0.5% were used to produce surgical anesthesia.
Postoperatively he was maintained for 48 hr with an infusion of bupivacaine 0.2% at 7-10 ml·hr -1 for pain control. He did not suffer any further right upper quadrant pain during the rest of his hospital stay. Serial postoperative ECGs revealed no changes. He recovered from his surgery with no complication.
Discussion
This case was one of several similar cases in this author's experience. Bird 3 has described a case of probable CS spasm in a 27 yr old woman after pre-medication with 15 mg papaveretum and 0.3 mg hyoscine; she too had a previous cholecystectomy. This author has not encountered a case of clinical CS spasm in the immediate postoperative period, and found no such report in the literature.
The apparent predisposition to CS spasm of patients with previous cholecystectomy after preoperative opioid sedation has important anesthetic implications, and deserves an explanation.
Asymptomatic gallstones are common, but when CS dysfunction leads to biliary symptoms, management often includes cholecystectomy. In other words, CS spasm-susceptible people may more likely to have had a cholecystectomy than non-susceptible people.
It is also possible that the absence of a gallbladder exacerbates CS spasm-induced common bile duct hypertension. The biliary system is highly innervated with pain fibres. 4 The pain of CS spasm is not necessarily from the spasm itself but is due to the resultant common bile duct distention. 1 Mengay et al. 5 found, in cholecystectomized dogs, that the absence of a normally distensible gallbladder resulted in much higher biliary pressure than in intact dogs when opioidinduced CS spasm occurs.
Another mechanism of increased CS spasm in postcholecystectomized patients may be disruption of nerve fibres (that inhibit CS spasm) that pass between the gallbladder and the CS via the cystic duct. 6 , 7 Opioids are used more frequently after than before surgery. Yet, CS spasm is rare in the immediate postoperative period. One explanation is the development of tachyphylaxis to the spasmogenic effects of opioids in the biliary system, 8, 9 and the resulting spasm is relatively transient. In addition, while analgesia is proportional to opioid dosage, the maximum opioid-induced pain of CS spasm is reached once the CS closes and biliary ductal pressure plateaus. With the large doses of opioids used intraoperatively and for postoperative analgesia, the pain from CS spasm-induced ductal hypertension, if it occurs, is easily masked by the opioids and by the discomfort caused by the operation. The small preoperative sedative dose of opioids, on the other hand, is enough to induce CS spasm but inadequate to mask the resulting pain. Since preoperative sedation, especially T with opioids, is uncommon nowadays, this problem is likely to occur very infrequently.
Although anti-cholinergics should relieve CS spasm, the concomitant administration of scopolomine did not completely prevent the spasm. Nalbuphine, an opioid with µ-receptor antagonistic properties, may be a useful alternative to naloxone. 10 Other drugs that can potentially relieve CS spasm include glucagon, calcium channel blockers, aminophylline, and nitrates.
In summary, choledochal sphincter spasm may be more likely to occur in patients with previous cholecystectomy, and may accompany smaller doses of morphine or other opioids, and may not be relieved with the concomitant use of scopolamine. The pain appears highly responsive to naloxone, which normally aggravates most other pain. When used with caution, therefore, naloxone can serve both diagnostic and therapeutic purposes. An increased awareness of CS spasm can at times avoid unnecessary work up and case postponement. Opioids are not the drugs of choice for most situations requiring preoperative sedation, especially in patients with previous cholecystectomy.
